A 34.5-year-old doctor working as a professoriate faculty member and postgraduate teacher in the Department of Pathology in a teaching hospital and research institute sought treatment for protruded anterior teeth with maxillary midline diastema and lisping. She had considered orthodontics before Treatment of an adult with a normodivergent, mild skeletal Class III pattern, and a Bolton's discrepancy using a single mandibular incisor extraction plan Sunjay Suri
but did not start treatment because she did not want to wear metallic braces due to perceived social and professional inhibitions. Perusal of her past medical and dental history revealed a history of fall with facial trauma at ages 10 and 14 years, with enamel and dentinal fractures of both maxillary central incisors. Extraoral examination revealed grossly symmetrical, orthognathic, normodivergent facial profile, potentially incompetent lips, normal incisor show on smiling, maxillary dental midline diastema with the maxillary dental midline 1mm to the left of the facial midline [ Figure 1a ]. Intraoral examination revealed a permanent dentition with all teeth except for the mandibular third molars erupted in the oral cavity. Attritional wear was noted on all posterior teeth and canines. An occlusal silver amalgam restoration was noted on the left mandibular first molar and hypocalcification spots were noted on the buccal surfaces of the maxillary premolars. The incisal thirds of the maxillary central incisors had been restored previously with hybrid composite resin buildups. Maxillary central incisors were shovel-shaped [ Figure 1b ]. Oral hygiene was good although marginal gingivitis was noted in the maxillary anterior teeth. The maxillary arch exhibited 5 mm spacing and mandibular arch exhibited 1.5 mm crowding. The incisor relationship was Class I, overjet 4 mm, an anterior open bite of 1 mm, bilateral Angle's Class I buccal segment relationships, no crossbites, and 3.75 mm maxillary midline diastema. The center line of the diastema was located 1 mm to the left of the facial midline. The mandibular dental midline was located 1.5 mm to the left of the facial midline. The arch form was tapered, and posterior interproximal tooth contacts were very tight [ Figure 1a -c].
Radiographic examination [ Figure 2a ] revealed no missing teeth, no obvious dental or osseous pathology, impacted maxillary third molars leading to overeruption of the mandibular third molars, horizontal bone levels, especially in the maxillary anterior region; however no active periodontitis was detected in clinical examination. Pulp vitality tests revealed a slightly altered response of the right mandibular central incisor. All other anterior teeth elicited normal pulp vitality responses. Bolton's analysis revealed an anterior ratio of 82.7% and an overall ration of 97.1% which indicated 2.4 mm anterior and 5 mm overall relative mandibular excess tooth material. Howe's analysis revealed that the basal bone width was sufficient to align the dentition in both arches. Figure 2b revealed 
Cephalometric evaluation and

treatment Objectives
Aims and objectives of treatment included alignment of the maxillary and mandibular arches, consolidation and coordination of the arches, maintenance of the well intercuspated Class I buccal segment relationship, correction of the anterior open bite, and improvement of the smile esthetics.
treatment Plan
Bolton analysis revealed a mandibular anterior tooth material relative excess of 2.4 mm, and an overall mandibular relative excess of 5 mm. A diagnostic set up was undertaken to explore the posttreatment occlusion relationships after mock space closure and arch coordination following the extraction of the mandibular right central incisor. The diagnostic set up indicated that a well aligned and intercuspated occlusion could be achieved with the extraction of the right mandibular incisor (keeping in consideration its slightly altered pulpal response) and space closure [ Figure 3 ]. Although not undertaken on the diagnostic set up, Bolton's analysis clarified that additional maxillary central incisor recontouring to correct their shovel shape would further improve the posttreatment overjet and overbite relation.
It was decided to use the crown of the right mandibular incisor after amputating its root as a riding pontic tied to the mandibular archwire with sequential proximal reduction during space closure to prevent esthetic and functional (speech) impairment during treatment. Maxillary and mandibular multibracket fixed appliances (ceramic brackets, 0.018" Roth prescription) with bands on the first permanent molars were chosen. Special anchorage requirements included a staged space closure with sequential mesiodistal trimming of the mandibular right central incisor crown. Minor adjunctive surgery, therefore, included the extraction of this tooth and extraction of all third molars was recommended. The patient agreed to have mandibular incisor extracted before commencing mechanotherapy and third molars following completion of treatment. No major adjunctive surgery was indicated. The proposed retention strategy included maxillary and mandibular 3-3 lingual bonded flexible spiral wire retainers, maxillary circumferential retainer full time for first 6 months and then night time wear for 1 year. The prognosis for stability was considered to be good.
treatment
Orthodontic treatment commenced in January 2005 with maxillary and mandibular multibracket fixed appliances (ceramic brackets, 0.018" Roth prescription) with bands on the first permanent molars. The right mandibular central incisor was extracted under local anesthesia, flaplessly and without disturbing the alveolar width, its crown amputated, pulp chamber debrided and cleaned of all pulp tissue, etched and filled with composite resin. A polycarbonate bracket was bonded to the prepared crown, and it was ligated to the leveling 0.014" Ni-Ti leveling mandibular archwire, to serve as a natural riding pontic during treatment [ Figure 4 ]. Leveling was followed by space closure along with reproximation of the natural riding pontic, accomplished on 0.016" stainless steel archwires. The maxillary arch space closure was achieved in 10 months. After 12 months of beginning treatment, the mesiodistal width of the natural riding pontic was less than 2 mm. It was removed from the archwire and remaining space closure achieved. Simultaneously, the maxillary central incisors were recontoured to rectify their shovel shape and achieve overjet correction.
The last 4 months of treatment were spent in detailing the occlusion in 0.016" × 0.022" stainless steel archwires. Second molars were not indicated for inclusion in the multibracket setup as they were normally aligned and remained so during the course of treatment. After the total 18 months of treatment, the Figure 5a and b]. A maxillary circumferential retainer was provided to be worn full time (except while eating and performing oral hygiene, and important social engagements) for 6 months and night time thereafter for 1 more year. Third molars were recommended for extraction.
Posttreatment assessment revealed a Class I incisor relationship, overjet of 2.5 mm, overbite of 1.5 mm, maxillary dental midline 1 mm to the right of the facial midline, and optimally placed in the middle of the mandibular left central incisor. Both buccal segments were Class I, there were no crossbites, a mutually protected occlusion was achieved, and anterior Bolton Ratio was decreased from 82.7% to 73% (normal is 77.2%) and the overall ratio was reduced from 97.1% to 92.4% (normal is 91.3%). During treatment, repeated soft calculus deposits on the ceramic brackets needed oral prophylaxis on a 4 monthly basis. No other significant complications were encountered during treatment. Evaluation of occlusal indices revealed marked improvements in the Index of Orthodontic Treatment Need, with its Dental Health Component improving from 4d to 1, the esthetic component improving from 10 to 1, and the Peer Assessment Rating Index showing an improvement of 100% by dropping from 16 to 0 Figure 5c . Radiographic examination [ Figure 6a ] revealed no significant root resorption, maintained or improved bone levels, reasonably well aligned roots except for slightly over angulated maxillary canines, which was the result of deliberate over-angulation of the crowns during detailing based on the patient's desire and esthetic evaluation and to achieve normal occlusal cusp embrasure relationship with the opposing arch [ Figure 6a and b].
interPretatiOn Of Pre-and POst-cePhalOmetric  table 1 The pre-and post-treatment cephalometric comparison revealed remarkable improvements with treatment [ Figure 6b ]. The skeletal pattern was improved slightly following remodeling changes in the anterior alveolar bases. Angle ANB improved to a positive value as the Class III was made less severe. Maxillary and mandibular incisor protrusion and proclination were reduced toward normal values. The mandibular plane angle was slightly increased. The facial pattern largely remained unchanged as expected at this relatively late age of presentation and treatment [ Figure 7a -c].
critical aPPraisal
The comprehensive orthodontic treatment was very successful, with favorable esthetic and functional outcomes. Closure of the maxillary midline diastema and anterior arch spaces not only ameliorated the chief concerns of the patient but also contributed significantly to increasing her social confidence and self-esteem. An optimal Class I occlusion with normal overjet, overbite, acceptable dental to facial midline relation and interdental midline relation, with good dental alignment and intercuspation was achieved. The gingival contours of the anterior teeth were favorable. Good maintenance of oral hygiene and compliance with appointment schedules aided the mechanics. The periodontal health improved with treatment. The overall treatment outcome was very successful inspite of the relatively late age of presentation. The anterior tooth size and shape discrepancy was resolved by extraction of a mandibular incisor and proximal and esthetic recontouring of the triangular, shovel-shaped maxillary central incisors. The severe maxillary incisor proclination was corrected. Lisping corrected spontaneously with the consolidation of the upper arch space and alignment of the arches. The smile improvement was very significant following the comprehensive treatment. Final radiographs confirmed the clinical findings. The panoramic radiograph showed acceptable root parallelism and no significant root resorption on any teeth, and an improved bone level of the anterior teeth. Overall, the treatment was successful and has provided the patient with an esthetically pleasing and functional natural occlusion that significantly harmonizes her smile and facial esthetics.
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